During the time this investigation was in progress 43 patients with acute infarction did not undergo early exercise testing because of death in hospital (16) , persistent heart failure (3), previous coronary artery bypass surgery (5), intractable angina requiring early surgery (2), various non-cardiac diseases (9), or patient inability or physician refusal to undertake exercise testing at this time (8) . A further 26 patients with infarction performed the early exercise test but were not studied by cardiac catheterisation because they did not fulfil any of the indications for this procedure-namely: exercise induced ST depression, angina during follow up, or young age in asymptomatic patients.
All the patients with exercise induced ST depression underwent left ventricular angiography and coronary arteriography six weeks after infarction except for two who died before their planned readmissions. One of these, who had sustained inferior myocardial infarction, had severe widespread disease in all the major coronary arteries at postmortem examination and was included in the data analysis. In the other, who had both ST depression and elevation induced by submaximal exercise after anterior infarction, necropsy was not performed. Twenty At the time of exercise testing all the patients were ambulant without chest pain and free of clinical and radiological signs of heart failure. Heart failure during the acute infarction period that had subsequendy resolved was not a contraindication to exercise testing.
Normal drug treatment was continued on the day of the submaimal exercise tests. Ten of the 62 patients were receiving beta blocking agents: three were taking antihypertensive drugs before hospital admission and seven had beta blockade instituted in the periinfarction period. An It is also of interest that the incidence of angina, ST depression, fatigue, and abnormal blood presstre changes with exercise was similar in a small group of patients receiving beta blockers and in the remaining patients. We therefore consider it is unlikely that the results can be explained by differences in medication, either within our own series or by comparison with other published results.
CORONARY ANATOMY Exercise testing early after myocardial infarction has been used to predict the presence of multivessel coronary disease. Each of these studies has reported results in selected populations: survivors of uncomplicated infarction,'6 1719 consecutive patients fulfilling specified criteria but an undefined proportion of the total number of patients with acute myocardial infarction,'I and non-consecutive patients who were investigated by coronary arteriography to assess postinfarction angina or "to assess the extent of coronary disease and left ventricular performance. be an indicator of an increased probability for future complications.'°1 The lower left ventricular ejection fractions in our patients with exercise induced ST elevation suggest that this group of patients has more extensive myocardial damage and this may result in a worse prognosis. As left ventricular ejection fraction was similar in each of the two groups who had sustained either anterior or inferior infarction, it seems unlikely that exercise induced ST elevation was merely a marker of anterior infarction, although it occurred predominantly in this group.
An abnormal blood pressure response to submaximal exercise early after myocardial infarction is reported to predict multivessel disease in association with reduced left ventricular ejection fraction. '8 Using the same definition of inadequate blood pressure response to exercise and a similar exercise protocol, we found that this variable predicted multivessel coronary disease but could not confirm a lower resting left ventricular ejection fraction of statistical significance in this group, although there was a trend in this direction. Inability to complete the submaximal exercise protocol predicted multivessel coronary disease in our patients, together with a trend towards greater impairment of resting left ventricular function. We did not measure left ventricular ejection fraction during exercise. This is more likely to correlate with poor exercise performance than variables measured at rest. The association of extensive coronary artery disease with abnormal exercise haemodynamic response is consistent with reports that poor exercise duration and abnormal blood pressure response to exercise early after infarction may be
